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MEDICAL ASSISTANCE
State: NORTH CAROLINA

PAYMENTS FOR MEDICAL AND REMEDIAL CARE AND SERVICE

12. Prescribed drugs, dentures, and prosthetic devices; and eyeglasses prescribed by a physician skilled in
disease of the eye or by an optometrist.

12.c. PROSTHETIC AND ORTHOTIC DEVICES

Payment for each claim for prosthetic/orthotic devices will

be equal to the lower of the supplier’s usual and customary billed charges or the maximum fee
established for each item. The maximum fees are set at 100 percent of the Medicare Part B fees as of
January | of each year. If a Medicare fee cannot be obtained for a particular item, the fee will be based
on estimates of reasonable costs and updated each January 1 by the forecasted percentage increase in
prices for the devices. Notwithstanding any other provision, if specified these rates will be
adjusted as shown on Supplement 4 to the Attachment 4.19-B section of the state plan. There will
be no retroactive payment adjustments for fee changes.

When devices are provided by state or local government agencies, reimbursement will not exceed the
cost of the device.

TN. No. 03-011
Supersedes Approval Date 02/06/04 Eff. Date 10/01/2003
TN. No. 90-27




